Although I worked hard during medical school, I paused to enjoy the cultural riches and popular diversions that Boston had to offer. If I had only a spare hour or two, I might saunter down the Avenue Louis Pasteur to the Fens, a scenic park created from a swampy marshland in the late 19th century, and drop in on the countless artistic masterpieces that populated the Venetian-style palazzo at 280 The Fenway known as the Isabella Stuart Gardner Museum.
Isabella Stuart Gardner and her husband, Jack, were Boston grandees who shared a flair for travel and a love of fine art. During the latter half of the 19th century, they accumulated an impressive trove of works by European and American masters that they wished to share with the American public. Said Mrs Gardner, ''Years ago I decided that the greatest need in our Country was Art. . . . We were a very young country and had very few opportunities of seeing beautiful things, works of art. . . . So, I determined to make it my life's work if I could'' (http:// www.gardnermuseum.org).
Only Isabella lived to see the realization of their dream: a stunning architectural setting where their collection could be displayed in an atmosphere both palatial and intimate. When Mrs Gardner died in 1924, her will decreed that the arrangement of the artworks remain unaltered in perpetuity. Strolling through the rooms of the Gardner always made me feel as if I happened to be visiting a fabulously wealthy friend with exquisite taste in art. We have become so accustomed to viewing artworks in gargantuan museums that it is easy to forget that they were usually created to decorate the walls of someone's home. The Gardner is one of the few places where people of modest means can experience the power of a masterpiece in a building that actually was someone's home: Mrs Gardner lived on the top floor of the palazzo from its opening in 1903 until her death.
Although I admired most of the works exhibited at the Gardner I always lingered in the Dutch room on the second floor, which housed paintings by Rembrandt, Rubens, Van Dyck, and Vermeer. This last artist was represented by his masterpiece The Concert (http://www.essentialvermeer .com/catalogue/concert.html). Like most of Vermeer's paintings, this one illustrated an intimate domestic scene. Despite the title, 3 amateur musicians appear gathered around a harpsichord, entertaining themselves with no visible audience. Bold splotches of rich primary colors stand out in an otherwise subdued and contemplative atmosphere, a subtle glow of light filtering in from an unseen window off the left side of the painting. I am always transfixed by the works of Vermeer, which seem to combine the spontaneity of a snapshot with the studied intricacy of an abstruse mystery novel, at once beautifully complex and elegantly simple. Although my tastes in art are fairly eclectic, the craftsmanship and splendor of the Old Masters hold a special attraction for me.
Although the field of orthopaedic sports medicine is in its infancy compared with painting, there are a number of individuals who, by their seniority, reputation, and accomplishments, may be described as Old Masters. The works of at least 4 of these surgeons appear in this issue of the American Journal of Sports Medicine: Henri DeJour, Werner Mü ller, Lars Peterson, and Laszlo Hangody. In each case, the surgeon or his colleagues have assembled a medium-to long-term report on an important focus of his life's work.
Naturally, longer-term reports are subject to some characteristic limitations. They are rarely comparative in design but instead are usually individual case series. Sometimes the reported techniques have been modified over time or superseded by other methods, even in the practice of the originator. Modern validated scoring systems may not have been in widespread use at the time the reported surgery was performed, compromising our ability to compare the results with the preoperative status of the patients or with other reports. Patients may have become unreachable or just uninterested in being reevaluated, thus decreasing the completeness of the reported results and risking the introduction of selection bias. In addition, as follow-up increases, the natural effects of aging may make it more difficult to distinguish the benefit of the surgery. In the current articles, however, the authors have been able to overcome many of these limitations to provide us with valuable information.
For many years, Henri DeJour was the doyen of the famous e´cole lyonnaise of knee surgery. As an impressionable traveling fellow, I had the pleasure of meeting this warm, welcoming man in 1986. His colleagues and successors have continued to follow a cadre of patients upon whom he performed anterior cruciate ligament (ACL) reconstruction with lateral extra-articular tenodesis between 1978 and 1983. This group of patients has been reported at 11.5 and 17.0 years postoperatively 1,2 and is now reviewed at a mean of almost 25 years after surgery. 6 Although the initial report was able to include only a fraction of potentially eligible patients, subsequent reviews have retained most of the group who returned for the medium-term follow-up. One of the most valuable aspects of this study is its report of the radiographic evaluation of much the same group of patients 11.5, 17.0, and 24.5 years after surgery. Notably, the percentage of patients with normal radiographs remained the same throughout this period, but the severity of degenerative changes increased in patients whose knees had begun to show signs of deterioration at 11.5 years. Thus, patients who were arthritis free at medium term could be fairly well assured of remaining so, whereas patients who did have signs of degeneration at the first follow-up were prone to further deterioration over time. The percentage of patients with radiographic signs of severe arthritis increased from 10% at 11.5 years to 27% at 24.5 years. Although the percentages are likely to be characteristic of the surgical techniques employed, the predictive value of medium-term radiographs may indeed be transferable to other techniques of ACL reconstruction. Because patients with the most severe radiographic findings had significantly worse subjective outcomes than others, this study underscores the potential value of follow-up radiographs in studies of procedures such as ligament reconstruction.
I had the honor of studying with Werner Mü ller in 1981 and, thus, the enviable experience of being able to see an Old Master at work in person. At that time Dr Mü ller was just completing his well-known textbook The Knee: Form, Function and Ligament Reconstruction. I was privileged to see his notes and sketches for the book, which reminded me of the notebooks of Leonardo Da Vinci. Certainly Dr Mü ller's love and respect for anatomy are similar to Da Vinci's, and the importance of restoring anatomy infuses all his work. Dr Mü ller has always been a magnet for elite athletes with severe knee injuries from all over Switzerland; the current report provides follow-up on 24 such patients who had repair or reconstruction of both cruciates and one or both collateral ligaments between 1983 and 2006. 4 Except for bony avulsions, the ACL and posterior cruciate ligament were reconstructed with autogenous patellar and quadriceps tendon grafts, respectively, whereas the collateral ligaments were repaired primarily, as supplemented with popliteal bypass reconstruction when necessary. Strengths of this study include follow-up with multiple outcome scales, instrumented laxity testing, and standing and stress radiographs. Even in Dr Mü ller's expert hands, only 8 of 24 athletes were able to return to their elite preinjury level of competition. Although the power to compare subgroups was limited, patients with medial injuries tended to do better than those with lateral injuries. This finding may provide indirect support for others who have found that primary reconstruction of lateral or posterolateral injuries yields better results than primary repair. 5, 8 Lars Peterson and Laszlo Hangody are master surgeons who have pioneered 2 popular techniques of articular cartilage repair: autologous chondrocyte implantation (ACI) and the mosaicplasty method of osteochondral transplantation, respectively. The work on ACI published by Dr Peterson's group not only introduced a specific technique but helped to excite a renewed interest in articular cartilage repair in general. In the current article, they report the results in 224 patients treated with classic ACI technique at a mean of 12.8 years after surgery, with some patients having more than 20 years of follow-up. 7 Dr Hangody gives credit to earlier reports of osteochondral autograft transfer, but his own implementation of the technique has been a powerful force behind clinical use of this treatment option. In the current study, his group reports on the results of mosaicplasty in 354 elite athletes from its multicenter database at a mean of 9.6 years after surgery, with an upper limit of 17.0 years. 3 The average size of the knee lesions in Hangody's study was 2.5 cm 2 , compared with 5.3 cm 2 in Peterson's, suggesting that the 2 techniques are intended for different clinical situations. The field of articular cartilage repair is still in an early stage of maturity compared with the fine art in the age of Vermeer, with many competing techniques available or in development. It will be some time before one particular school of thought in cartilage restoration becomes clearly transcendent, and it is likely that different techniques will emerge for various indications.
When a master painter completes a work of art, he or she can step back and admire the embodiment of the artistic vision. What surgeon has not experienced the same sense of pride and satisfaction when examining a patient with a particularly good surgical result? A completed painting, however, persists as a lasting testament to the talent and inspiration of the artist. Centuries after the death of Vermeer, we may visit a gallery and admire his work more or less as he created it. As surgeons, our canvas is a living being of flesh and blood, who thanks us and then carries on with the business of living. Although a relative few may have the privilege of witnessing a master surgeon in the performance of his craft, most of us must rely on presentations and scientific reports to appreciate the master's skill. While this removes us as observers of the creative process, it is appropriate: For surgical techniques to have lasting value, they must ultimately be reproducible many times over, first by the originator and then by other skilled surgeons.
Thus, although surgery definitely requires a certain amount of artistry, the analogy with fine art can only be taken so far. The painter pursues an aesthetic ideal, which society or the individual is able to change at will. The Old Masters may have reached the pinnacle of representational art, but future generations of artists were free to turn their efforts in other directions to satisfy their drive to create something new. In the world of surgery, the ideal that we pursue is fixed, dictated by the template of normal human anatomy provided by Nature. Fine art may be creative, whereas fine surgery strives to be re-creative.
After medical school, I moved to New York for my residency training. I later learned that I was not the only one who treasured the Old Masters at the Gardner. On March 18, 1990, 2 thieves disguised as Boston policemen talked their way into the museum during the night, bound and gagged the security staff, and proceeded to remove 13 works of art. They apparently also had an affinity for the Dutch room, stripping it of 6 pieces, including the Vermeer and 3 Rembrandts. Contemporary visitors to the Dutch room are left to contemplate a number of empty frames. Meanwhile, the works themselves may be providing private enjoyment for some aficionado who does not possess Mrs Gardner's desire to share with others the opportunity to see beautiful things. To this day, the Gardner heist remains one of the most infamous unsolved art thefts of all time. If you happen to notice one of the missing items displayed in a friend's home, give the Gardner a call: There's a $5 million reward for their return.
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